INTRODUCTION
However, the final histological analysis showed that this tumor consisted of epithelial and myoepithelial cells appearing in tubular and cribriform patterns. Pseudoglandular lumens contained basophilic and eosinophilic material (Figure 3a) . The myoepithelial cells expressed p63 (Figure 3b ), smooth muscle actin, and calponin, while the epithelial cells showed strong positivity for cytokeratin (CK) (Figure 3c ), epithelial membrane antigen, and CD117 (Figure 3d ) by immunohistochemical staining. The Ki67 positive index was approximately 15%. Only 5% of the cells showed low levels of p53 nuclear expression.
In light of the histological analysis, we revised the diagnosis to ACC, and we advised her to undergo resection of the FN and the parotid gland. However, the patient refused the operation because of the risk of complications; and she instead chose to undergo radiation therapy with a total dose of 60 Gy. As of her last follow-up visit in May 
178

DISCUSSION
Adenoid cystic carcinoma is rare, and it accounts for only 1%~4% of all head and neck tumors [1] . ACC originates mainly in the small sali- vary gland, but it may also originate in the lacrimal gland, bronchus tree, esophagus, and external auditory canal [2] . ACC isolated in the mastoid has not yet been reported. Magliulo [3] presented two cases of ACC within the middle ear and mastoid, and considered that the ACC could have arisen from ectopic salivary gland tissue located in the middle ear. Our case of ACC in the mastoid may have arisen from ectopic salivary gland tissue as well.
Initially, ACC isolated in the mastoid may not cause any obvious symptoms. However, with the growth of the tumor, especially after it invades the tympanic cavity, patients may suffer from hearing loss, tympanic cavity discomfort, otorrhea, and other symptoms. Because of its neurotropism [4] , especially the invasion of FN, ACC can lead to facial numbness and facial paralysis. Imaging examinations are also helpful in diagnosing ACC. CT may reveal heterogeneous and irregular low-density shadows. MRI may also reveal a heterogeneously enhanced tumor after infusion of contrast material. Furthermore, MRI is more sensitive for the detection of perineural spread compared to CT. Although ultrasound is frequently used in the initial detection of ACC within the major salivary glands, it is difficult to distinguish ACC from other tumors [5] . Histological analysis is the most accurate method to diagnose ACC. Epithelial and myoepithelial cells appear as cribriform, tubular, and solid nests.
According to other research, the solid type of ACC is more prone to distant metastasis, and indicates a poor prognosis [6] . Radical surgery is recognized as the main treatment for ACC, but whether one also needs adjuvant radiotherapy or chemotherapy is still controversial. Most scholars have concluded that radiotherapy after surgery is more helpful than either surgery or radiotherapy alone [7] . However, Loyd S [8] analyzed the prognosis of 2286 cases of head and neck ACC, concluding that the overall survival and cause-specific survival was not improved by the use of adjuvant radiotherapy.
Our patient had a previous history of cured otorrhea with normal hearing. Thus, the doctors she visited in past ignored the lesion in the mid-ear and the mastoid. Even after she began experiencing facial numbness and facial paralysis, she was still diagnosed with facial neuritis for one year before she underwent an MRI examination. Further CT and ultrasound confirmed that the tumor was isolated in the mastoid, and that the salivary glands were normal. The clinical presentation, imaging examinations, and the intraoperative findings all mislead us to consider the mass as an inflammatory granulation or benign tumor. Therefore, we did not initially resect the FN or the usual suspicious primary foci such as the parotid glands.
Although we advised the patient to have a second operation after the diagnosis was confirmed, she refused and chose to undergo radiotherapy alone instead. Fortunately, the histological analysis showed mainly cribriform and tubular patterns without peripheral nerve invasion, which may lead to a better prognosis. A recent review reported that after initial treatment for ACC in the head and neck, the recurrence time was about 31-64 months, the metastasis time was about 47.7-60 months. Even if there is a relapse, survival rate was not affected as long as patients received timely treatment [9] . Our patient had negative results on chest CT and enhanced MRI of head and neck at her last follow-up visit in May 2018.
CONCLUSION
Otolaryngologists should be vigilant when counseling patients with persistent facial numbness and facial paralysis, especially when imaging examination reveals a mass in the mastoid, because this may indicate ACC. Enhanced CT or MRI and intraoperative frozen sections maybe helpful for detection. CWUM with complete tumor resection and FN decompression can preserve function, and radiotherapy after surgery may be effective for an isolated ACC in the mastoid. Furthermore, a very thorough follow-up with the timely recognition and diagnosis of ACC is necessary to improve outcomes and limit both regional recurrence and distant metastasis.
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